Study objective -Dutch public health services are charged with collective preventive care for the population -care that should, by law, be based on epidemiological data. General practices potentially offer important data for this purpose, particularly since more and more use a computer. This study aimed to assess whether it is possible to obtain useful epidemiological data from this source.
In The Netherlands, the municipal health services are charged with the collective preventive care of their population.' The basis of the preventive activities is -or should be -knowledge of the health of the local population. For this purpose the health services use data from epidemiological research such as health surveys, hospital discharge figures, and specific investigations. Until now, information about primary care has been difficult to obtain.
General practitioners (GPs) play an important role in the Dutch health care system. All inhabitants of The Netherlands are on the list of a GP. When a patient is ill he or she first consults the GP who will then, if necessary, refer them to a specialist and hospital. Many sick patients are not seen by specialists, therefore but by the GP only. Where they are seen by a specialist, the GP retains the role of coordinator of the patient's care and will be advised about findings and treatment plans. GP's therefore are a potentially important source of epidemiological information.
A major problem has always been the accessibility of these data. In the 1980s, many Dutch GPs started using computers to record patient information. Currently, over 75% use a computer, and more than 25% use the socalled module, the part of the program used to record medical data. Thirdly, the municipal health service carries out data checks on the files received from the GPs every three months. Missing and inconsistent data are controlled for.
Finally, there are several data checks. At this moment, for example, the accuracy of the vital status of the patients included in the registry is being assessed, and the designated ICPC codes of causes of death are being validated.
Project: cardiovascular risk factors and ethnicity Little is known about the distribution of cardiovascular (CV) risk factors, morbidity, and mortality within the different ethnic groups in The Netherlands. The most important ethnic minorities in Rotterdam are as follows: people from Surinam (a former Dutch colony in South America), Turkey, Morocco, and Asia (predominantly from Indonesia and China).
At the beginning of 1992, six GPs who had participated in the project from the start and with whom about 28 000 patients were registered, were asked to record prospectively the CV risk factors in all men aged 40-70 years who consulted them. Data included body mass index, smoking habits, alcohol use, history of ischaemic heart disease, family history of ischaemic heart disease, blood pressure, and serum cholesterol concentration. In this pilot study we aimed at assessing whether the GPs could record information for specific projects in addition to their regular data recording.
The data presented are restricted to men aged [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] One of the practices in our region has a postal reminder system and achieves a response of about 80%.9 Together with some of the computerised practices, the Municipal Health Service Rotterdam is implementing a system in which a reminder letter will be sent by the GP to women on his list who have not responded to the invitation from the health service. The central data base of ROHAPRO has therefore enabled efficient tracing of women who had not responded to an invitation to visit their GP.
With the availability of computerised general practices, additional possibilities for other community based projects, such as a call and reminder system for influenza vaccination, are offered. Non-response (who and why) can be monitored and follow up research within the data base'0 can be performed.
Other possibilities are considered, varying from more intensive communication between the health service and the GP to the installation of electronic mail for the notification of infectious diseases. If these diseases are recorded properly, it would even be possible to make notifications completely automatic.
We believe that a computerised network of general practices, such as ROHAPRO, offers many opportunities to strengthen the link between public and primary health care and to improve the prevention activities of both GPs and the public health services.
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